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Social Secnrily

A Health Service Plan for South Africa*

IN THE AUTUMN OF 1942, the Govern-
ment of the Union of South Africa
appointed a Commission on National
Health Services to inquire into all
nspects of notional health irom gen-
ernl medical practice to hospital serv-
ices, medical training, nutrition, and
housing, Since that time the Com-
mission has been hearing evidence,
with a view to legislation, and has re-
ceived recommendations and pro-
posals from various politieal and pro-
fessiongl groups,

A comprehensive proposal has been
put forward by the Medicnl Associa-
tion of South Africe, which has a
membership of more than 2,000 doc-
tors or about two-thirds of the reg-
istered practitioners. The pian en-
visages a nationa! health program
providing both medical eare and gen-
eral health services to all mcmbers
of the community, It would bhe fi-
nanced by the State, divected by a uni-
filed authority, and the medical and
aliled professions would have pri-
mary responsibility [or the technical
aspects of the program. While ree-
ognizing that the system would have
to be introduced gradually, because of
the immediate lack of sufficient medi-
cal personnel, the Medical Association
nevertheless urges that first steps be
taken as soon and as rapidly as pos-
sible,

The proposed plan was drawn up by
the Medical Association’s Planning
Committee, appepinted in April 1941
to outline the broad objectives of an
ideal hesalth service and to recom-
mend a particular program which
would ecommand the unanimous ap-
proval of the Association members.
Early in 1942 the Committee pub-
lished a statement of certnin general
_principles which should underlie the
Association’s proposals. In Decem-
her a gquestionnaire was sent to the
members of the profession, accom-

*This surnmnary, prepared in the Dlvi-
sion of Publications and Review, Execu-
tlve Director’s Qffce, 15 based on the fol-
lowing esources: Bupplements to the
British Medical Journal, Jan. 1, 1944, pp.
1-2, and Jan, 22, 1644, pp. 14-16; Intcr-
national Labour Review, Vol. 48, No, 3
(March 1944), pp. 382-394; Inter-Ameri-
can Committee on Boeeinl Security, Pro-
visional Bulleiin No. 4, pp. 25-20; A Na-
tional Health Service, Cmd, 0502, London,
1844,

panied by o preliminary draft of the
Planning Committee’s proposals and
summarles of other proposals put for-
ward by branches or individual
members,

From the replics to the question-
naire, the Committce drew up a draft
of recommendations embodying the
basic principles and a detailed plan.
Before its presentation to the Na-
tional Health Services Commission,
this dralt was in turn submitted to

‘the members of the Medicpl Assoclia-

tion and approved by more than nine-
tenths of the 785 membels who voted,
The Federal Council of the Medical
Association assumed' that unex-
pressed views could be {gnored; the
members who did not reply were either
indifferent or felt that a change was
inevitable and that they would be
“fitted in somchow" in the new sys-
tem.,

Basie Principles

The general principles formulated
by the Planning Committee and ap-
proved by the Federal Council
stressed, first, that mere “doctoring”
will not solve the health problem,
The curative services must of course
be increased and improved, but pre-
vention is basic. Freedom from want
and poverty will do more to build up &
healthy community than any atnount
of medical treatment. The medical
profession must take the lead in
planning for the “future progres-
sively-demnocratic medicine.”” The
British Medical Journal guotes the
authors of the ptan as saying “We are
prepared on our own initintive to sur-
render some of our independence and
to become to the extent hereunder
laid down ‘socialized. .« We are
only prepared to do this, however, if
we are satisfled that the State, as rep-
resenting the people, will carry out its
obligations for the successful working
of a henlth service.” Among these ob-
ligations, they include nutrition, re-
search, housing, and public health
serviges,

The other principles are that a goeod
health service cen be evolved only
under unified direction—that is, direc-
tion should be centralized but activi-

tSuppliement to the Brifish Medical
Journal, Jan, I, 1944, p, Q.

ties decentralized; that such a health
plan cen be carried out only by SBtnte
finaneing and by close cooperation be-
tween the Ministries concerned and
the medical and allied professions;
and that these professions must hove
a direct voice in the organizaotion and
control of the service,

Organization and Control

The Planning Commitltee proposes
a National Health Advisory Council
which will plan end inltiate the pro-
gram and lay down the broad lines of
policy. Probably its flrst work would
be to draft o new health act to co-
ordinate present agcencies. The
Council is to consist of 28 members: 9
to be nominated by Government De-
partments; 3 to represent the public,
bf whom one would represent native
interests; and 16 to be technical mem-
bers—8 of them medical practitloners
clected by the Assoclgtion and the
others to include dentists, nurses,
pharmacists, and medical auxiliaries,

The policies determincd by the
Council would be carried out by &
National Health Corporation, in which
doctors and other health workors en-
tering the service would be envolled,
under the authority of a board ol
Governors, The Board of Governors,
with the Minister of Health as chair-
mean, would be the executive body; its
members—4 medieal and 4 represent-
ing the other prolessions—would
serve for a specified term and be
eligible for reappointment for one
further term only. The work of the
Corporation would be subject to 5-
yvear scrutiny by Parlinment, and its
charter to & 10-year renewal.

The Board would be responsible for
providing o comprehensive health
service and for spending national
henlth [unds appropriated to it in
the form of block grants. It would be
cempowered to acquire, build, and own
hospitals, clinies, and health conters,
and to make contracts with any
State, provineial, or municipal au-
thority for carrying out the social and
environmental health services, It
would also be the appointinents board
for senior central and regional of-
ficers of the Corporation, There
would be close relation between the
Board of Governors and the Advisory
Council; in {act, all profcssional memn-
bers ol the Board would be meinbers
of the Council.
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Regional Administration

For administrative purposes the
country is divided into 19 regions,
each of about half a million popula-
tion, large enough to justify a malor
general hospital of 1,000 beds with o
full-time specialist staff, as well as
smaller auxiliary hospitals, stratepi-
cally placed and staffcd by general
practitioners, with consultant special-
ists. REach region would have two
regional directors, one for the pro-
tective or general health services, one
for the curative or medical-care serv-
ices. They would be assisted by an
advisory technical commitee. A
regional public relations committee,
comprising representatives of local
aunthorities, and possibly employers’
assoeiations and trade-unions, would
deal withh problems of coordination
within the arca. The function of the
regional administration would be to
see that the central plans were carried
out in the area, and to forward plans,
sugeestions, and criticisms to the
central administration,

Health Centers Based
on Hospitals

The protective and curative services
are focused in health centers through-
out the ecountry. In rural areas a
center may require only one practi-
tioner; centers in citics may require o
dozen doctors, including general prac-
titioners, dentists, and pharmacists, as
well as the doctors administering the
generanl health services for which the
general practitioner is not responsible.
The centers would be linked closely
with the nearest nuxilinry hospital, to
which the doetors working in the
center will be attached, Buildings of
a considerable size are contemplated;
each doctor would have his own con-
sulting room, ahd a separate consult-
ing room would be available for the
visiting speciallst. A small theater
for minor surgery, an X-ray room, a
pathological room for simple diagnos-
tic work, and a pharmeacy should he
included, The health center is visunl-
ized as s hospital without in-patients.
However, if there i1s no hospital within
a reasonable distance, the center
might have o few beds for emergency
and observation cases and possibly for
normal confinements. In the country,
mobile medical, dental, and lnboratory
vans may be used. At each center the
medical staff, sitting as a technical

committee, would arrange hours of
work, night calls, holidays, and other
details,

Relationship of Doctor
and Patieut

The patient should have {ree choice
of doctor among the gcneral practi-
tioners attached to the center, and the
doctor the right to decline to accept
the patient, A limit must be set,
however, to the number of patients
any doctor can accept. Only in ex-
cepltional cases should a patient be
allowed to choose a doctor at a center
outside his own area, and home visits
by the doctor (always to be discour-
aged except in case of necessity)
should le strongly deprecated if not
actunlly forbidden outside the arca,

The plan gives the bulk of the cura-
tive work to the general practitioner.
Arrangements are suggested whereby
the general practitioner, when he has
reached the limit of his skill or when
the patient requests, even though the
doctor thinks It unnecessary, must
refer the patient to the appropriate
specialist and must cooperate in car-
rying out the treatment when the
patient leaves the specialist’s hands.
This is not to be construed as unfair
discrimination against the general
practitioner, His 1ole is not only
that of *“famlly guide, philosopher,
and friend" but that of an expert in
diagnosis and treatment of o wide va-
riety of eonditions.

Statns and Qualifications

of Practitioners

Doctors working for the health cen-
ter ave to be employed by the National
Health Corporation. They are to he
free to come Into or leave the Corpo-
ration as they wish and while in the
selrvice are free to express opinions
and give advice or criticism. They
must be adequately remunerated and
housed, with sufficient off-duty time,
regular holidays, and a “refresher
vacation” every 5 years., Withln their
general fleld they must have op-
portunity for acquiring and utillzing
special skill and be able to keep in
contact with their colleagues at the
Lhealth center and the hospital.

The British Medical Journal com-
ments that “a study of thlre South
Afriean proposals shows that the
Medical Association has done its best
to secure a proper recognition of the
doctor’s place in the eommunity, as

interpreted by remuneration and
status, but has also been concerned
to develop the newer conception of
the duty of the profession to the com-
munity, alike in the emphasis on posi-
tive health instead of the merc rem-
edying of ailments, and in the move-
ment away from the competitive and
towards the cooperative Idenl.”?

A salary scale of three grades is
proposed, ranging from £800 to £3,000.?
At the outset, appointments at all
grades will have to be made; when
the service reaches its normal level,
recruitment is to depend largely on
apprenticeships. To meet the prob-
lem of obtaining the same quality of
service in rural areas as in towns or
cities, it is proposed that the rural
practitioner should receive, In gen-
eral, a higher grading than his town
eolleague.

Qualifled medical-schnol graduates
joining the service must serve a 3-year
apprenticeship. The. flrst year will
be spent in g general or auxillary hos-
pital., If at that time the apprentice
wishes to specialize, and his wilsh is
apprroved, he will spend the next 2
years in hospital appointments in his
special fleld. Those going into gen-
eral practice will spend the second
year in clinies and departments in
the preyentive service and their third
as assistants in o liealth center. Be-
ginning at an entrance salary of £200,
apprentices will advance to £300 the
secohd year and £500 the third year;
board and lodging, or an allowance
therefor, are to be provided.

The doctor wlll he retired at ape 65,
with a penslon equal to one-sixtieth of
his snlary at the time of his retire-
ment for each year of service up to
a maximum of 40 years. It is sug-
gested that 10 percent bhe deducted
from salaries for the pension fund,
which will also include provision for
slekness and disability, and for de-
pendents if the doctor dies or beeomes
disabled.

Discipline and Education

It is proposed that the Medical As-
societion of South Africo should he
reorganized as a chartered soclety,
with eompulsory membership for all
memnbers of the profession. This new
society should be charged with the
disciplinary and other authority now

2 gupplement, Jan. 22, 1944, pp. 14-16.
* A pound is approximately 84,
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Sociul Security

vested in the South African Medical
Counell, The society would promote
research in medienl sclence and re-
forms and improvement in medical
practice, encourage the study of medi-

~ cine, ensure the regular conduct of
examingations, provide for the atni-
cable settlement of dispules, and
suppress dishonorable conduct or
practice.

Comparison With the
British Government’s
Proposed Health Program

The similarity in general pattern
of the proposals of the medical pro-
fession of South Alrica, as represented
in the Medical Assoclation, and the
British Government’s proposals in the
recent White Paper on a National
Health Service (summarized briefly
in the May 1344 BuLLeTIN) is evident.
Both emphasize that a national
health service must Include not only
medieal services but improvement of
all the environmental factors—hous-
ing, sanitation, conditions in school
and at work, diet and nutrilion, cco-
nomic security—which create the con-
ditions of health and prepare the
ground for it. The Medical Associg-
tion of South Africa declares flatly
that freedom from poverty and want
will do more to huild up o -healthy
community than any amount of med-
ical treatment—a theme developed
even more fully in carlier proposals
of British groups, especially Medical
Planning Research.*

In South Africa, as in Great Britain,
the Governments are developing plans
for a comprehensive national social
security program, into which the
health services are to be integrated.
The South African Social Security
Committee, appointed jn January
1943, has published its recommenda-
tions, which include provisions for
old-age and invalidity pensions, sick-
ness, maternity, and unemployment
beneflts, and dependents’ allowances,
Another appointed group in South
Africa, the Social and Economic
Planning Council, has submitted two
reports which deal with measurcs
supplementing the social security pro-
gram and providing extension of edu-
cation and industrial training, proper
housing, improved living conditions,

1 8e¢ the Bullefin, March 1943, pp. 4348,
for b brief summary of thiat report.

subsidized food for the needy, and
institutional facilities for indlviduals
with personal handicaps.

The British Government has an-
nounced a forthcoming White Paper
on soclel security, which will include
also the preventive and environmentnl
services omitted from the national
health service proposals because their
proper place was “in the wider pat-
tern of Government policy and of
post-war reconstruction.”

Both health systems would make
the facilities available to the entire
poputation; poverty would no longer
be a barricr to necessary medical aid,
Both stress freedom of choice. The
patient is to be free to come into or
remain outside the service; if he comes
in, he may choose his physician. The
individual doector can join the system
or remain in private practice or com-
bine both types of practice; if he
joins, he has freedom to reject o pa-
tient. Both stress the importance of
the family doctor as the flrst line of
defense in the fight for good health;
both emphasize the need for increas-
ing the numbers of avallable specinl-
ists nand consultants and making their
services available morc widely. The
White Paper terms the hospital sexv-
ices the kKeynote of the system; the
Medleal Association tics the health
centers closely to the hospitals.

The maoin divergence between the
two proposals is in the administrative
structure proposed. This divergence
is undeoubtedly due In part to the dif-
ferent stage of development of the
health services in the two countries,
South Africa has no existing health
insurance or medleal care program
for the whole country. In Great
Britanin, on the other hand, national
health insurance was costablished in
1911. The problem of creating a na-
tional health service for Dritain, says
the Wwhite Papey, “is not that of de-
stroying services that are obsolete
and bad and starting afresh, but of
building on feundations lnid by much
hard work over many years and mnk-
ing hotter what is already egood.”
The present services represent “m
complicated patch-work pattern of
health resources,” evolved af Inter-
vals over a century or more and rep-
resenting mainty the attempt to mect
particular problems, one by one, The
White Paper proposals have been pre-
pared and put forward against this

background of development and of
“eonstructive thinking and discussion
during the last quarter of a century.”

The services proposed for Britain
are grouped into three main cate-
gories-——a  general medical service,
hospital and consultant services, and
locnl ¢linic and other services. Health
centers are lnKed with the general
medical scrvice. Quoting the draft
Imierimn Report of the Medical Plan-
ning Commission ® that *'the principle
of the organization of general prac-
tice on a group or cooperative basls
is widely approved,” the White Paper
declares that, while undoubtedly
grouped practice would find iis best
expression in the health centers, time
is necessary for experimentation as to
the best Lype of center and the extent
bf the public's preference for the
group system. At the Dbeginning,
therefore, & combination of grouped
practice and separnte proactice, side
by side, is suggested.

The plan for South Africn central-
izes all services within each of the re-
gions throughout the country, These
services are focused in the henlth
center or centers, which are in turn
closely linked with hospitals in that
the doctors in each center would be
attached to the nenrest hospital.

The administrative structure pro-
posed for the South African system is
simpler than that for the British
plan, just as the outline of the services
is less complex, The South African
National Health Corporation, through
its Board of Governors, would have
complete responsibility for adminis-
tration. Though the Minister of
Health would be chairman of the
Board of Governors, the other eight
members would be elected from the
members of the Corporation and
would therefore represent divectly
the medieal and nllied professions.

The White Paper, on the other
hand, would place central responsi-
bility for administration on the Min-
ister of Health. Tor the gencral
practitioner scrvices, however, much
of the actual administrative responsi-
bility would fall on o Central Medical
Board, predominantly professionad,
This Board would be appointed by the

s Organlzed by the Dritish Medical As-
socintlon; a brief statoment of some of the
proposals i1 this report, published In
1042, was carried in the Bulletin, Deeein-
bLer 1042, pp, 11-21,
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Minister but in close consultation
with the profession.

In proposing a public-~ubility cor-
poration of members of the medieal
and allicd professions, to administer
the system, the Medicnl Association
of South Africa was following the
preference expressed by n majority
of the members who responded to the
Association’s questionnaire, accord-
ing to the British Medical Jowrnal
“By a majority of something lke
twelve to one they declarcd against
& moedical service on the lines of the
Civil Service or the Army. On the
other hand, there was a majority of
flve to two in favor of a service under
the Minister of Health . . . with an
elected council, and the prohlemn has
been to reconcile a comprehensive
national health service initiated and
organized by the State with, so fay as
possible, the adininistration by the
profession of its own affairs.”

The Medical Assoclation of South
Africa was nlso in closc agreement
with the British Medical Association,
its parent body, which has demandcd
that the central administrative au-
thority for the British health service
shall be vested in a corporate body
rather than s Government depart-
ment.

In addition to the central adminis-

ogupplement, Jen. 1, 1044, p. 2.

trative authority, both plans recom-
mend an advisory council, to consist
of members of the medieal and allied
professions. The White Paper pro-
posed o Central Health Services
Council of some 30 or 40 members,
who would be appointed by the Min-
ister of Health in consultation with
the appropriate professional organ-
izations. The Council would select
its own chairman and regulate its
own procedure. Of the 28 members
of the proposed National Health Ad-
visory Council in South Africa, only
9 woulgd represent and be nominated
by the Government; 3 would repre-
sent the public, and the other 16
would represent the professioits, half
of them being nominated by the
Medical Assoclation. There would be
close liaison between this Council and
the Board of Governors.

At one impoirtant point the propo-
snls of the South African Association
diverge sharply from the recom-
mendations of the Representative
Body of the British Medical Asso-
ciation and are more specific than
those in the While Paper. In the
plan for South Africa, all doctors join-
ing the service, whether as apprentices
or on full appointment, would receive
a speeified salayy, vorying with the
quality and kind of work they do,
The snlary scale allows for promotions

within the grades speeified as well as
from one grade to ancther.

The Representative Body of the
British Medical Association favors “n
method of remuneration which relates
reimuneration to the amount of work
done or the number of pcrsons for
whom responsibility Is accepted,” that
is, a econtinuance of the capitation sys-
tem of relmbursement, *“In the opin-
ion of the Representative Body the
creating of a whole-time salaried
State medical service is not in the
best inlerests of the - community.

{This was carried by 20 votes to 10.)""

The White Paper offers alternative
proposals. In discussing the remu-
neration of general practitioners, the
White Paper says that, while “the
Governinent do not contemplate the
introduction of a universal salavied
system , . . they proposc that doc-
tors taking part In the public service
should be remunecrated on a basis of
salaries or the equivalent in any part
of the service in which this form of
payment {5 necessary to efficiency.
They contemplate also that it may be
possible in certain other cases to of-
fer remuneration by salary where the
individual doctors coneerned would
prefer such an arrangement.’®

“Bupplement to the FBritish Aedical
Journal, Qct, 30, 1943, p. 75.
8 White Paper, op. clt., p. 80.

The Second Actuarial Valuation of
the Railvoad Retivement Act®

“AT INTERVALS hot longer than 3 years
the Board shall make an estimate of
the liabilities ereated by this Act and
the Railroad Retirement Act of 1935
and shall include such estimate in its
annuai report.”! In accordance with
this statutory mandate, the Railroad
Retirement Board has issued the scc-
ond actuarial valuation, along with its
recommendations and a statement of
the Acluarial Advisory Committee, as
an appendix to the annual report for
1942-43,

*Prepared by the OfMce of Director of
Research, Rallrond Retirement Board, 'The
netuarinl valuntion was conducted by Rob-
ert J. Myers, now lisutonnnt, AUS,

1 Sectton 15 () of the Railroad Retire-
ment Act, ns nmended {Publle, No. 162,
76th Cong.), approved Junc 24, 1937,

The first valuation covered the pe-
riod ended December 31, 1938, The
experience and date accumulated in
the 3 succeeding years provided a
more complete basis for the compila-
tion of mortality, disability, with-
drawal, and retirement rates and
salary scales. They also permitted a
fer more accurate determination of
the linbllities for years of service he-
fore 1937 which, although prior to the
date of enactment, are credited townrd
benefits under the retirement system.

The second valuation as of Decem-
ber 31, 1941, employed methods gen-
erally similar to those used for the
first and, whenever possible, compared
orlginal estimates against actual ex-
perience, The report also took into
account amendmenls to the law sincc
1938 which, except for the military-

service provisions, were ndministra-
tive and had slight effect on coverage
and other fentures, By amendments
in 1940 and 1842, eredit toward bene-
fits is allowed on account of specified
past, current, or future military sery-
fce. Since the Federal Government
bears the cost entailed, these provi-
sions were not taken into necount in
the valuation. The actuary's report,
summarized below, was approved as to
incthod and presentation by a thice-
member Actuariagl Advisory Commit-
tee consisting of aetuaries recom-
mended by embployees, earrlers, and
the Sceretary of the Treasury.

The First Valuation and
Actral Experience

Annual costs of beneflts based on
estimates of the first valuation com-
pared with the experience during the
past few years showed that the esti-
mated disbursements exceeded the ac-
tual expenditures by a steadily in-



